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nodules. There may or may not be an associ-
ated eczematous eruption. The lesions classi-
cally consist of single or multiple nodules
situated on the extremities, especially on the
anterior surfaces of the thighs and legs. A lin-
ear arrangement of the lesion is common.
Among various skin manifestations in HIV
positive patients, prurigo nodularis was
observed in 1-8% and 6-5% of patients in two
studies. ' 2
The cause of prurigo nodularis is unknown

although emotional stress can be a contribu-
tory factor, as seen in some apparently healthy
HIV negative subjects. Around 80% of
patients (non HIV positive) are atopic,
although, often, there is no eczematous erup-
tion present. In the remaining 20%, the con-
dition is said to start after an insect bite. No
such precipitating factors were found in the
case presented. The classical symptoms of
intense pruritus and nodules were present.
New nodules may develop from time to time.
Nodules may remain pruritic indefinitely
although some may regress spontaneously to
leave scars.
The large, more or less symmetrical nod-

ules along with the history associated with the
pruritus, established the diagnosis. The histol-
ogy findings are considered to be consistent
with prurigo nodularis but are by no means
diagnostic.

Treatment of this condition can be by
local application of steroids, ultraviolet photo-
therapy, Psoralen photochemotherapy,
benoxaprofen, thalidomide, and direct injec-
tion of the nodules with a steroid can often be
helpful. The latter was not attempted in the
case as the lesions were too widespread, mak-
ing it technically difficult to perform. In our
case, the patient was treated using ultraviolet
B phototherapy, which has previously been
shown to be effective in pruritic HIV-associ-
ated dermatoses.3 This resulted in an
improvement in both his signs and symptoms.
Despite the effectiveness of the treatment,
one should be cautious about prolonged use
of ultra violet B phototherapy, because of the
risk of developing skin malignancies, particu-
larly in immunocompromised patients.
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Pancreatitis associated with aerosolised
pentamidine

Pentamidine is widely used for both prophy-
laxis and treatment of Pneumocystis carinii
pneumonia (PCP) and pancreatitis is a recog-
nised adverse effect of this agent. This is gen-
erally seen during treatment of established
PCPI-5 and may occasionally be fatal.67 We
describe a case of acute pancreatitis following
the use of monthly aerosolised pentamidine
for prophylactic purposes.
A 29 year old man found to be infected

with human immunodeficiency virus (HIV) in
1987 was started on co-trimoxazole for
primary PCP prophylaxis in September 1991
as his absolute CD4+ cell count fell to 200 x
106/1. In March 1993 this had to be discontin-
ued on account of severe neutropenia (0.37
x 109/1). He was then prescribed
nebulised pentamidine 300 mg once a month.
His CD4+ cell count had dropped to 10 x
106/1 by March 1994 but he remained other-
wise well with no AIDS defining illness. He
was also unable to tolerate zidovudine but
required long term acyclovir for recurrent her-
pes simplex and fluconazole for oral candidia-
sis. In June 1994, he was admitted to hospital
with severe upper abdominal pain associated
with nausea six days after his monthly pen-
tamidine.

Clinically, it was felt that he had acute pan-
creatitis with no signs of any disseminated
opportunistic infection. Serum amylase was
1116 U/1 (normal range 0-95). Blood glucose,
renal function and liver enzymes were normal.
Serum calcium 2.13 mmol/l (normal range
2.26-2.60). Blood cultures were sterile. An
abdominal ultrasound scan revealed a very
oedematous pancreas with surrounding fluid
but no gall stones. Abdominal CT did not
reveal any neoplastic or other pathology. CT
of the head (done as he complained of
headaches at one stage) was also normal. His
symptoms settled down with conservative
treatment, the serum amylase fell to 235 U/1
and he was allowed home a week later.

Hart8 reported the case of a man who
received a 21 day course of intravenous pen-
tamidine for PCP. He was subsequently given
biweekly nebulised pentamidine 60 mg and a
year later developed acute pancreatitis. Prior
exposure to sulpha-containing drugs has been
recognised as a risk factor2 but to our knowl-
edge, this is the first reported case of pancre-
atitis due to aerosolised pentamidine when
used for primary PCP prophylaxis in a rela-
tively low dose in an individual never exposed
to the agent in a therapeutic dose intra-
venously or otherwise in the past.
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Screening for herpes simplex virus in
infertile women

Herpes simplex virus (HSV) infection is
among the most common causes of sexually
transmitted diseases worldwide. Symptomatic
infection with HSV causes much physical dis-
comfort, psychological disorders and inter-
feres with sexual relations.' Subclinical
infections, which are not infrequent, con-
tribute to the sexual transmission of the dis-
ease. Besides, transmission of the virus from
mother to child when passing through the
birth canal may cause severe disease in the
neonate, resulting with death or serious
sequelae.3
Two hundred and seventy nine infertile

women attending an in vitro fertilisation and
embryo transfer (EVF-ET) programme in the
Ege University Hospital (Turkey) were
included in the study. The patient group con-
sisted of asymptomatic women from the mid-
dle socioeconomic class, aged between 25-40
years, having no history of genital herpes.
Endocervical specimens were obtained from
these women on their first visit to the hospi-
tal. Specimens were tested by a commercially
available direct immunofluorescence test kit
(Pathfinder, Kallestad Laboratories, USA),
according to the manufacturer's recommen-
dations.

Forty one out of 279 specimens (14.69%)
were considered inadequate, owing to insuffi-
cient number of cells. Of the remaining 238,
three were positive for HSV-1 (1'26%), 11 for
HSV-2 (4.62%), and one was both HSV-1
and -2 positive (0.42%). The overall positivity
rate for HSV was 6.30%.

Genital HSV infections have shown a rising
trend all over the world in recent years.
However, it is difficult to assess the real per-
centage of genital herpes due to the frequency
of subclinical infections. Koutsky et a!4 indi-
cated that, in a patient group having serologic
or virologic evidence of HSV-2, 22% had
symptomatic clinical genital infection, 16%
reported past episodes of genital herpes, but
were asymptomatic at the time material was
collected, while 62% had unrecognised infec-
tion, of whom 4% had asymptomatic viral
shedding at the time of examination. In
another study, Kulhanjian et all stated that,
detailed questioning of the participants
revealed that only 35% of the women, and

46% of the men with serologic evidence of
HSV-2 infection had had symptoms of genital
herpes.

In the present study, none of the patients
had past or present evidence suggestive of
genital herpes. However, 6.3% were asympto-
matically shedding the virus. Barlas et al6
from Turkey, detected the HSV positivity rate
in asymptomatic young women from a low
socioeconomic class as 7.7%. In another
study from Turkey,7 HSV-2 incidence in sex
workers was found to be 6%.
As stated by several authors, asymptomatic

infection plays a major role in the transmis-
sion of the virus to seronegative sexual part-
ners or more importantly, to the neonates.'5
The development of antiviral therapy has

made it possible to improve the outcome of
the neonatal disease and the knowledge of the
epidemiology of herpes infections in a certain
population is essential to take preventive mea-
sures.3
The outcome of the pregnancy and the sur-

vival of the newborn in an IVF-ET
programme bears both physical and moral
importance. Hence, the significance of genital
herpes in such a patient group increases.
The data in the present study indicate that

genital HSV infection is a challenge in our
population as in many others, and that HSV-
2 and less frequently HSV-1 can produce
asymptomatic infections. Also, dual infections
with both viruses can be encountered,
although very rare.

Since there is no control programme on a
national basis at present in our country, fur-
ther studies on different patient groups are
needed to disclose the epidemiological distri-
bution of genital HSV infections. Meanwhile,
screening of patients attending IVF-ET pro-
grammes, before any intervention is planned,
may be beneficial for applying preventive
measures beforehand.
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